Ill-health is seen as a great factor that brings about the absenteeism of individuals at work as well as the absence of the person(s) attending to the needs of the sick. This greatly reduces the income that can accrue to individuals due to loss of man days at work which in turn increases the poverty level of individuals. In order to prevent this, curative measures are used. In recent times, there seems to be a drastic shift by some people from orthodox drugs to herbal products in curing their ailments. Therefore, this study was carried out to examine the determinants of consumer preferences for medicinal plants in 
INTRODUCTION
One of the most ubiquitous and sophisticated use of plants by human kind has been their use for medicine. For thousands of years now, they have been used by man and people of many cultures to treat their illness. It is therefore reasonable to believe that they were used by primitive man to treat diseases and survive the rigour of remote ages. A large percentage of indigenous plants have been known to possess medicinal properties which have been in use by our forefathers in making decoctions, infusions and other herbal practices and beliefs.
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Common to most systems is the use of plants in conjunction with rural and mystical practices (Awudu, 2000) . Dixon (2002) noted in his address of Caribbean Herbs Business Forum that the use of herbal medicines is perhaps as old as mankind itself. Many of the active ingredients in systematically manufactured drugs were originally derived from plant compounds. In many developed countries, medicinal plants are still being used on a regular basis and what is experienced today is a remarkable transition from the marginal and traditional use of medicinal herbs to the recognition that these herbs, largely grow in the wild as a valuable resource.
Medicinal plants are an integral component of research developments in the pharmaceutical industry. The development and commercialization of plant-based bio industries in the developing countries is based on the availability of facilities and information concerning upstream and downstream bio-processing, extraction, purification and marketing of the industrial potential of medicinal plants.
Medicinal plants are making important contributions to the World Health Organization (WHO) goal to ensure that all people, worldwide will lead a sustainable socioeconomic productive life (EJB, 1999) . Developed countries in recent times, are turning to the use of traditional medicinal systems that involve the use of herbal drugs and medicines. WHO defined traditional medicine as the sum total knowledge and practices whether explicable or not, used in diagnosis, prevention and elimination of physical, mental or social imbalances and relying exclusively on practical experiences and observations handed down from generation to generation, whether verbally or in writing (WHO, 1997). Many rural communities have great faith in traditional medicine, particularly the inexplicable aspects as they believe that it is the wisdom of their forefathers which also recognizes their socio-cultural and religious background which orthodox medicine seems to neglect, (Burcher, 2003) . Medicinal plants are an integral component of ethnoveterinary medicine. Farmers and pastoralists in several countries use medic, such as vitamin A in poultry feeds in Uganda are supplied through enrichment of amaranth (Amanranthus species). It is estimated that medicinal plants for several centuries, have been widely used as a primary source of prevention and control of livestock diseases. In fact, interest of such use in the veterinary sector has resulted primarily from the increasing cost of livestock maintenance and the introduction of new technology in the production of veterinary medicines and vaccines. However, the industrial uses of medicinal plants are many. These range from industrial medicines, herbal teas and health foods. Furthermore, medicinal plants constitute a source of foreign exchange for most developing countries, as they are a ready source of drugs such as quinine and reserpine. The world market for plant-derived chemicals, pharmaceuticals, fragrances, flavours and colour ingredients, alone exceeds several billion dollars per year.
The consumption of these plants depends on the taste and social preferences which are contingents in the economic and educational status of the family. Most Nigerians, especially those living in rural communities do not have access to orthodox medicine and it is estimated that about 75% of the populace still prefers to solve their health problems consulting traditional healers, where such access exists. The rising costs of imported traditions and other commodities used for medicines in addition to the rising poverty levels have posed a big problem (Awudu, 2000) .
In recent times, there seems to be a drastic shift by some people, from orthodox drugs to herbal products in curing their ailments. As reported by EJB (1999) that interest in medicinal plants as a re-emerging health has been fuelled by the rising cost of prescription drugs in maintenance of personal health and well-being and the bio-prospecting of new-plant derived drugs. Based on research and financial investments, medicinal plants will seemingly continue to play an important role as a health aid. Apart from increase in the cost of prescribed drugs, the modernization of the methods of preparation drugs whereby we now have these medicinal plants processed into tablets, capsules and even bottled liquids, and the non-existence of harmful side effects on these drugs are other reasons for the shift from prescriptive drugs to herbal drugs.
In fact, in Nigeria, the National Agency for Food, Drugs Administration and Control (NAFDAC) have started to give approval and NAFDAC numbers to most of these herbal products. Therefore this study is focused on reasons why medicinal plants are preferred by some people to orthodox medicine. Kamalappa (2000) reported that 80% of the populations in developing countries rely on traditional medicines mostly in the form of plant drugs for their health care needs. However, the reasons for this high percentage of people relying on the use of medicinal plants have not been documented. This study highlights the factors determining the preference of consumers for medicinal plants, its predominance either in the rural or urban settings and the influence of some socio-economic factors on its preference.
METHODOLOGY
This study was carried out in Oyo province in Oyo State, Nigeria. The province occupies an area of about 12,920 km 2 . It is one of the largest towns in the state with an urban population of about 198, 252. It is situated at longitude 3° 55'E and latitude 7° 55'N of the equator. It is primarily a farming town producing tobacco, yams and cassava. Traditional artisans make textiles, leather goods and carve utensils from shells of calabash guard. This area was chosen for this study because of high population of traditionalists who believed orthodox medicine and government is trying to change their orientation through establishment of hospitals.
This study made use of primary data. 10 locations/areas in Oyo Metropolis were randomly selected and from each location, 20 respondents were interviewed using a structured questionnaire. 8 questionnaires were discarded due to inconsistent information, so, 120 questionnaires were found adequate for analysis.
The data collected was analyzed using descriptive analysis and probit model. Descriptive statistics which include frequency, percentage and means standard deviation were used for the socioeconomic characteristics, while the probit model was used to obtain information on factors that determine preference for medicinal plants. The model is specified as:
where o is the intercept, I is the slope (co-efficient) of the independent variables, Y is a dichotomous variable which can assume a value of 0 if no preference and 1 if there is preference for herbal drugs over prescriptive drug, Xi is a set of explanatory variables as follows: X1 is primary education dummy (D=1 if the respondent has primary education, 0-if otherwise); X2 is dependency ratio of the household, which is the ratio of those earning income in the household to those not earning income in the household; X3 is palatability or taste of the medicinal plants (1-if respondents like the taste of the plants, 0-if otherwise); X4 is the accessibility of the medicinal plants (1-if the respondents have access to the plants, 0-if otherwise); X5 is the sex of the respondents (0-male, 1-female); X6 is the age of the respondents in years; X7 is the marital status of the respondents (0-single, 1-married); X8 is trading dummy (D=1 if respondent is engaged primarily in trading, 0-if otherwise); X9 is farming dummy (D=1 if respondent is engaged primarily in farming, 0-if otherwise); X10 is household head education in years.
RESULTS AND DISCUSSION
Results in Table 1 shows that 50% of the respondents are male, while 50% are female. A higher percentage of the males prefer medicinal plants. This can be explained by a larger household size in male headed households, where medicinal plants would have to be used as curative measure in order to minimize cost.
The percentage of respondents that prefer medicinal plants is inversely proportional to the educational status, this is due to the number of years for which the respondent has been exposed to formal education. An individual with higher level of education prefers orthodox medicine because of its ease of consumption, storability and carriage. Respondents that practice Christianity represent 55.8% of the population out of which 35 do not use medicinal plants. Also, 15 out of 53 respondents that practice Islam use medicinal plants.
The results also showed that a higher percentage of the married respondents prefer medicinal plant. This is explained by a large sized household in the case of married respondent where medicinal plants is preferred to reduce the amount of income spent on curative measures. The preference for medicinal plants is found to be higher among farmers, they represent the least paid set of respondents and they prefer medicinal plants, because of the level of poverty as well as nearness to the source. The preference is also found to be lower among students. This can be explained by their fears of not wanting to be seen with these plants by their colleagues.
An individual from a rural background prefers medicinal plants, because of a low level of education of the parents and siblings. Results showed that only 39.2% of respondent with urban background consume medicinal plants as against 72.5% of respondents with rural background. The age of the individual also determines his/her preference for medicinal plants. The preference for medicinal plants increases with age. The results show that the preference is high among individuals within the age bracket of 37 and 60 years.
The size of the household determines whether the head of the household prefers medicinal plants or not. A large household prefers medicinal plants in treatment of ailments because of its affordability and the inability of the household to purchase prescriptive drugs. Results in Table 2 show that the larger the size of the household, the Omonona et al. 3611
higher the preference for medicinal plants.
Profile of the preference
Out of the 120 respondents interviewed, 40% were found to prefer prescriptive drugs to medicinal plants, while the remaining 60% prefer medicinal plants.
Factors determining preference for medicinal plants

Result of probit model
The probit model was used to examine whether or not the variables; primary education, dependency ratio, palatability, accessibility, sex, age, marital status, occupation (trading and farming) as well as household head education have impact on the preference for medicinal plants.
The result of the probit model used in analyzing the determinants of consumer preference for medicinal plants is as shown in Table 3 . The result of chi-squared of the entire model is 128.4487 and is significant at 1% level of significance, meaning that the overall model is significant. Out of the 10 independent variables considered, 5 were significant. The variables include primary education of respondents, accessibility of the medicinal plants, sex of the respondents, age of the respondents, and household head education. They are explained thus: 1) Primary education is significant at 10% level of significance. It has a negative relationship with the preference for herbal drugs (-1.5595) which implies that an individual that has access to primary education is likely not to prefer medicinal plants. 2) Accessibility is significant at 1% level of significance. It has a positive relationship with the preference for herbal drugs (5.3343). This reveals that individuals that have access to medicinal plants are likely to prefer them to prescriptive drugs. 3) Sex is significant at 5% level of significance. It has a positive relationship with the dependent variable (1.5681). This means that a household headed by a male is likely to prefer medicinal plants since such household is likely to be large. This is because of the relative cheapness of medicinal plants, whereas a household headed by a female is usually smaller and tends to use prescriptive drugs because it is affordable. 4) Age is significant at 10% level of significance; it has a positive relationship with the dependent variable (0.6464). This means that a unit increase in the age of the respondent increases the likelihood of preference for medicinal plants by 0.65. This is because older people believe more in native curative measures since they were brought up with it. 5) Household head education is also significant at 10% 
RECOMMENDATIONS
Based on the results of this study, a positive relationship exists between accessibility of medicinal plants and preference for it; therefore, the establishment of outlets, trade fairs and exhibitions should be encouraged where these plants will be made available to people nationwide who do not have access to these plants. The preference for medicinal plants is also found to be higher among males, government effort should however be geared towards sensitizing female individuals by funding seminars and talks that will address the relevance and the cheapness of these plants.
Government should also provide more of education on the efficacy of these plants, because level of education of the society increases their consumption of a particular good. This will improve the consumption of these plants, thereby reducing the consumption of prescriptive drugs which have been found to have side effects due to the presence of synthetic chemicals in their composition, and thus enhancing health citizenry which is the power of a nation.
